Meeting national breast-feeding objectives and mothers' personal breast-feeding goals depends on a number of factors, including the provision of current, consistent, and timely help with breast-feeding. Nurses are in a prime position to guide mothers during their hospital stay and provide community follow-up postdischarge. Mothers and infants need to acquire a set of breast-feeding skills prior to hospital discharge so that a mother goes home confident that she can adequately nourish her infant, initiate and maintain an abundant milk supply, avoid problems, and address them if they occur. This article describes strategies for optimizing breast-feeding during the first 48 hours and delineates what mothers need to know before they leave the hospital. Key words: breast-feeding, breast-feeding management, hospital breast-feeding care B reast-feeding is experiencing increasing visibility as a public health issue. Because of the compelling data showing that both mothers and infants who do not breastfeed are at a significant disadvantage relative to health outcomes, 1 most health organizations and government health agencies promote exclusive breastfeeding for the first 6 months of life with continued breast-feeding and appropriate complementary foods thereafter.
B reast-feeding is experiencing increasing visibility as a public health issue. Because of the compelling data showing that both mothers and infants who do not breastfeed are at a significant disadvantage relative to health outcomes, 1 most health organizations and government health agencies promote exclusive breastfeeding for the first 6 months of life with continued breast-feeding and appropriate complementary foods thereafter. [2] [3] [4] [5] The Healthy People 2010 sets goals for increasing the initiation, duration, 6 and exclusivity of breast-feeding. 7 These goals include breast-feeding initiation rates targeted at 75%, 50% continuation of any breast-feeding at 6 months, 25% of any breast-feeding at 1 year, 60% exclusive breast-feeding at 3 months, and 25% exclusive breast-feeding through 6 months. Current data show that 72.9% of infants have experienced any breast-feeding at all, with 59.4% exclusively breastfed at 7 days, 38.7% exclusively breastfed at 3 months, and 13.9% exclusively breastfed at 6 months. 8 These data also reveal that exclusive breast-feeding rates are falling, a disappointing situation given the extent of knowledge regarding breast-feeding's effects on reducing the rates of acute and chronic diseases and conditions. Many issues contribute to short durations of exclusive (or any) breast-feeding such as young maternal age, less education, marital status, lowsocioeconomic status, nonwhite ethnicity/race, parity, early return to employment, maternal obesity, smoking, lack of social support, lack of proper guidance from healthcare providers, and disruptive hospital maternity care practices (delay in first breast-feeding, separation, use of pacifiers, nonmedical supplementation, and hospital promotion of formula through commercial gift bag distribution).
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The major reasons mothers cite for premature weaning are insufficient milk (real or perceived), sore nipples/breast pain, infant difficulty with breastfeeding, and the infant not being satisfied with breast milk. 10, [13] [14] [15] [16] Most of these and other problems (such as engorgement, nipple candidiasis, mastitis) have their origins in the hospital stay and/or in events occurring during the first 14 days postpartum.
OPTIMIZING BREAST-FEEDING IN THE FIRST 48 HOURS
Shortened length of postpartum stays, increased patient loads, and the time-intensive nature of helping new mothers initiate breast-feeding make providing
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Journal of Perinatal & Neonatal Nursing/July-September 2007 breast-feeding support a challenging task for nurses. Yet, the quality of breast-feeding support in the hospital is crucial for mothers to meet their breast-feeding goals. 17 Many hospitals now employ lactation consultants. Castrucci et al 18 showed that in hospitals employing International Board Certified Lactation Consultants the odds of breast-feeding at discharge were 2.28 times higher than at a facility without such personnel and 4.13 times higher among Medicaid recipients. However, International Board Certified Lactation Consultants are not always available 24 hours per day and 7 days per week. Even with lactation consultant availability, Kuan et al 17 reported that only 44% of the 522 mothers in their study spoke with a lactation consultant during their hospital stay. This puts nurses on the front line of providing lactation support during the early days postpartum. Clinical guidelines for best breast-feeding practices provide direction to practicing nurses in all settings, helping to provide a framework for teaching what has been shown to result in the best health outcomes for mothers and infants. [19] [20] [21] The American Academy of Pediatrics has established discharge criteria for mothers and infants 22 that among other measures include:
• The infant has completed at least 2 successful feedings, with documentation that the infant is able to coordinate sucking, swallowing, and breathing while feeding.
• The breast-feeding mother and infant should be assessed by trained staff regarding breast-feeding position, latch-on, and adequacy of swallowing. What do mothers need to know then and what skills do they and their infant need to acquire to prevent common problems and fulfill discharge criteria? All breastfeeding mothers ought to be able to:
• Recognize infant behavioral feeding cues (Table 1) , that is, know when it is time to feed their infant. Many mothers take crying as an indicator that it is time to feed the infant. Crying is generally a sign of overhunger, with an infant who has been allowed to cry hard for a long period becoming so behaviorally disorganized that he or she is unable to latch on and feed from the breast. During the early days, infants may need help in achieving an optimal feeding state, with those who are 23 Nurses can encourage mothers to keep their infant with them both during the day and at night, as infant feeding cues cannot be learned if an infant is kept in the nursery. Twentyfour-hour rooming-in allows mothers to learn their infant's feeding cues, and feed the infant when he or she is behaviorally ready or available, well before he or she becomes overhungry and unable to latch on properly to the breast. Breast-feeding frequency increases when infants and mothers are kept together, reducing formula supplementation, hypoglycemia, hyperbilirubinemia, low milk supply, and large infant weight losses. Rooming-in for 60% or more of hospital stay is associated with continuation of full breast-feeding at 4 months. 24 • Infants who are sleepy, fussy, or closed down should be placed skin-to-skin with the mother as a therapeutic intervention to help the infant selfregulate and modulate his or her state to ensure efficient feeds. The ability of infants to suck appropriately, demonstrate alertness and stamina, and possess the ability to self-regulate are major influences on the initial pattern and ultimate duration of breast-feeding.
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• Position the infant at the breast. Poor positioning can compromise an infant's ability to feed effectively, as it affects respiratory mechanisms, oral motor control, and swallowing. The head, neck, and trunk should be in neutral alignment, 26 with the overall body position one of flexion. 27 However, many infants prefer slight neck extension during the latching process and while feeding (especially small or preterm infants), as it contributes to an open airway. Obstructive positioning at the breast can lead to poor milk transfer, low weight gain, and an insufficient milk supply. 28 Four common positions for breast-feeding (Table 2 ) exist with numerous variations: cradlehold, cross-cradle, clutch, and lying down. A mother does not need to know all of these, only what works best for her. Prior to discharge, a mother ought to be able to demonstrate at least one position in which she is comfortable, where she can position the infant by herself, and in which colostrum/milk transfer has been documented.
• Latch the infant properly to the breast and identify proper latch and suck. The latch has been described as possibly the single most important moment and movement in breast-feeding. 29 Mothers who experience problems with their infant latching on or sucking are at a higher risk for not exclusively breast-feeding at 12 weeks postpartum. When it is open like a yawn, the infant is moved to the breast with the lower lip and chin planted well down on the areola and making contact with the breast first. The infant's mouth is then rolled the rest of the way on to the nipple/areola as the upper lip makes contact just above the nipple (asymmetric latch). A crying infant or one with an elevated tongue tip should be calmed and the tongue stroked down and forward prior to latching. The infant's occiput should not be pushed to hasten latching, nor should the infant's mouth override the areola from above. This narrows the airway, changes relative positions of related anatomical structures, and disturbs tongue placement, encouraging the tongue to elevate rather than cupping and mov- Table 3 . Some prenatal and perinatal interventions that can adversely affect latch
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Intervention Effect
Use of selective serotonin reuptake inhibitors during pregnancy 33, 34 Neurobehavioral alterations; increased tremulousness; difficulty achieving alert states Maternal labor pain medications 35, 36 Low scores on breast-feeding assessment tools with inability to accomplish feedings Nalbuphine (Nubain) 37 Hypotonia, respiratory depression, apnea Vacuum extraction 38 Increased risk of breast-feeding cessation by 7-10 days postpartum; poor feeding Use of artificial nipples and pacifiers 39, 40 Difficulty latching to breast if artificial nipples have been introduced prior to breast-feeding being well established; alters facial muscle activity Gestational age Preterm 41 Weak suck, jaw instability, poor initiation of sucking, oral/facial hypotonia, lapping at the nipple Near term 42 Respiratory instability in certain positions, decreased stamina, sleepiness, low tone, uncoordinated sucking ing down and forward. 31 Too much flexion of the neck, nose-first attachment to the breast, and continued pressure on the occiput create a scenario for nipple pain and poor milk transfer. The optimal angle of the mouth opening should be approximately 160
• , with the cheekline a smooth arc and no dimpling of the cheeks. Blair et al 32 found that it is often a combination of several factors of the latch and positioning that contributes to sore nipples, including a partially closed mouth, nose and chin not in proximity to the breast, and nose not opposite to the nipple at latch. Poor attachment to the breast that leaves the nipple in the anterior portion of the mouth can contribute to sore nipples and obstructed milk flow. Numerous prenatal and perinatal interventions can adversely affect latch [33] [34] [35] [36] [37] [38] [39] [40] [41] [42] ( Table 3) , necessitating the referral to a lactation consultant if effective breast-feeding cannot be established within 36 to 48 hours of birth. Even slight Significant variances in these areas may trigger a referral to the staff lactation consultant to troubleshoot the problem, implement interventions, and create a feeding plan differences in central nervous system functioning in the first day of life are sufficient to negatively impact breast-feeding behaviors. 43 A number of indicators of poor positioning and latch (Table 4) need checking prior to discharge if the mother reports nipple pain or damage, if milk transfer cannot be validated, if there is excessive weight loss, if bilirubin levels rise quickly, or if the infant is excessively sleepy.
• State when the infant is engaged in nutritive sucking and swallowing. Although infant's jaw may move up and down, this is not indicative of milk transfer. Nonnutritive sucking (2 sucks/s) precedes nutritive sucking (1 suck/s, deep jaw excursion, nipple/areola drawn deep into the mouth, and 1:1 ratio of sucks to swallows, although young infants may take 2-3 sucks per swallow in the beginning). 44 Unless swallowing is validated (Table 5) , the infant may not be receiving milk.
• Avoid discharging the mother and infant from the hospital unless the nurse or the lactation consultant has documented swallowing and the mother can state when her infant is swallowing Table 5 . Signs of swallowing
Hearing a puff of air from the nose or a "ca" sound Hearing a swallow in the throat (usually after the milk has come in) Mother feels (or sees) the areola drawn into the baby's mouth Baby's jaw drops lower than during rapid nonnutritive sucking Feeling the baby swallow by placing fingers on baby's throat Hearing the swallowing with a stethoscope on baby's throat colostrum. If an infant is very sleepy or can only sustain sucking for short periods, mothers can use a technique called alternate massage to improve swallowing. 45, 46 The mother massages and compresses her breast during the pause between sucking bursts, increasing the pressure within the breast to provide a better pressure gradient for the movement of milk into the infant's mouth. This is done on each side at each feeding and generally increases the number of swallows, resulting in a greater volume of milk intake per feeding.
• State how many times per 24 hours to feed the infant. Young infants need to be fed 8 to 12 times each 24 hours when they demonstrate infant feeding readiness cues. Discourage mothers from feeding babies by the clock (every 2 hours, every 3 hours), as this typically results in an overhungry infant 47 or one who remains underfed because scheduled feeds coincide with periods of deep sleep states. The capacity of the newborn stomach and the volume of a feeding in the early hours and days following birth are quite small. Gastric relaxation and compliance increase over the first 3 days, explaining why newborn intake on the first day is small, doubling by the second day, and increasing thereafter. 48 Normal colostrum volumes seem scant (7-123 mL at 0-24 hours, with an average feed volume of 7 mL) in comparison with what a formula-fed infant can be compelled to consume. 49 Human milk is rapidly digested, with the mean gastric half-emptying time for formula at 65 minutes (range = 27-98 minutes) and for human milk at 47 minutes (range = 16-86 minutes), 50 showing that breastfed infants can be hungry sooner than every 2 to 3 hours. Misunderstanding of the newborn stomach capacity and colostrum availability can lead to unnecessary supplementation. • Can state that she knows how to tell whether the infant is getting enough milk. Breastfed infants are receiving enough milk if they do not lose more than 5% to 7% of their birth weight. 51 They typically show a voiding pattern of 1-2 voids per day for the first 2 days, 3-4 voids on days 3 and 4, 6 or more voids per day, and after that with any urate crystals disappearing after day 3.
52 Stooling patterns average 4 bowels movements per day over the first 5 days, with meconium transitioning to full yellow stools by day 6. 53 After the milk comes in (lactogenesis II), weight gain is 15-35 g per day, 51, 54 with birth weight regained by 10 days of age. 55 Mothers may find it helpful and more accurate if they receive a handout that illustrates stool color and consistency changes as well as a diaper log to keep track of voiding and stooling during the early days at home. 56 • Can state when and who to call for help with breast-feeding difficulties. Access to knowledgeable and skilled breast-feeding support both in hospital and postdischarge increases breast-feeding duration and exclusivity, while reducing premature weaning. 57 Nurses help mothers best when they provide positive breast-feeding messages, implement hospital-based practices that are known to reduce risk factors for early breast-feeding termination (breast-feeding initiation within an hour of birth, no supplements unless medically indicated, 24 hour rooming-in, breast-feeding on cue, and no pacifiers), 58 do not project a neutral attitude toward breast-feeding, 59 identify ineffective breastfeeding patterns prior to discharge, ensure proper infant latch-on at the breast, and refer mothers to in-hospital lactation consultants when necessary. 60 Hospital staff and routines exert a stronger influence on mothers' infant feeding practices by nonverbal teaching (the hospital "modeling" of infant formula products) than by verbal teaching. 61 Mothers need information regarding common breastfeeding problems and access to a lactation consultant following discharge. 62 Mothers can be given a list of local breast-feeding resources (Table 6) with appointments made with the infant's primary care provider for an ambulatory visit at 3 to 5 days of age, 2 and with a lactation consultant if breastfeeding problems persist at discharge.
CONCLUSION
Each nurse, whether interacting with new mothers in the hospital or in the community, has the ability to significantly affect the breast-feeding experience of mothers in her care. Helping behaviors include being physically present when mothers are learning early breast-feeding skills, teaching practical techniques (positioning, latch), helping mothers anticipate problems and how to solve them, and valuing the act of breastfeeding. Hindering behaviors include indifference to breast-feeding, intrusive or rough handling of the mother's breasts or baby, being too rushed to spend time with the mother, not listening to the mother's concerns, providing conflicting advice, and provision of formula as a quick fix to early challenges. [63] [64] [65] [66] Evidencebased lactation care and services have a lifetime effect on the health of the mothers and infants entrusted to nursing care.
